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ABSTRACT 



Recent highly publicized events and related policy 
initiatives have focused renewed attention on youth suicide, depression, and 
violence. Unfortunately, such events and the initiatives that follow often 
narrow discussion of causes and how best to deal with problems. Successful 
interventions must also involve schools and communities in approaches that 
counter the conditions that produce so much frustration, apathy, alienation, 
and hopelessness. This quick training aid presents a brief set of resources 
to guide those providing an in-service training session on youth suicide 
prevention. The packet contains a brief introduction to the topic with key 
talking points, fact sheets, tools and handouts, and a directory of 
additional resources. (GCP) 



Reproductions supplied by EDRS are the best that can be made 
from the original document. 
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Suicide Prevention 




This document is a hard copy version of a resource that can be downloaded at no cost from the Center’s 
website http://smhp.psvch.ucla.edu The Center is co-directed by Howard Adelman and Linda Taylor and 
operates under the auspice of the School Mental Health Project, Dept, of Psychology, UCLA. Center for 
Mental Health in Schools, Box 951563, Los Angeles, CA 90095-1563 (310) 825-3634 Fax: (310) 206-8716; 
E-mail: smhp@ucla.edu 

Support comes in part from the Office of Adolescent Health, Maternal and Child Health Bureau 
(Title V, Social Security Act), Health Resources and Services Administration (Project #U93 MC 00175) 
with co-funding from the Center for Mental Health Services, Substance Abuse and Mental Health 
Services Administration. Both are agencies of the U.S. Department of Health and Human Services. 
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The Center for Mental Health in Schools operates under the 
auspices of the School Mental Health Project at UCLA.* It is 
one of two national centers concerned with mental health in 
schools that are funded in part by the U.S. Department of Health 
and Human Services, Office of Adolescent Health, Maternal 
and Child Health Bureau, Health Resources and Services 
Administration - with co-funding from the Center for Mental 
Health Services, Substance Abuse and Mental Health Services 
Administration (Project #U93 MC 00175). 

The UCLA Center approaches mental health and psychosocial 
concerns from the broad perspective of addressing barriers to 
learning and promoting healthy development. In particular, it 
focuses on comprehensive, multifaceted models and practices 
to deal with the many external and internal barriers that interfere 
with development, learning, and teaching. Specific attention is 
given policies and strategies that can counter marginalization 
and fragmentation of essential interventions and enhance 
collaboration between school and community programs. In this 
respect, a major emphasis is on enhancing the interface between 
efforts to address barriers to learning and prevailing approaches 
„ , . . to school and community reforms. 
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*Co-directors: Howard Adelman and Linda Taylor. 

Address: Box 951563, UCLA, Dept, of Psychology, Los Angeles, CA 90095-1563. 

Phone: (310) 825-3634 FAX: (310) 206-8716 E-mail: smhp@ucla.edu 

Website: http://smhp.psych.ucla.edu 
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Suicide 

Prevention 







Periodically, windows of opportunities arise for providing inservice at schools about 
mental health and psychosocial concerns. When such opportunities appear, it may be 
helpful to access one or more of our Center's Quick Training Aids. 

Each of these offers a brief set of resources to guide those providing an inservice 
session. (They also are a form of quick self-tutorial and group discussion.) 

Most encompass 

• key talking points for a short training session 

• a brief overview of the topic 

• facts sheets 

• tools 

• a sampling of other related information and resources 

In compiling resource material, the Center tries to identify those that represent "best 
practice" standards. If you know of better material, please lei us know so that we can 
make improvements. 



This set of training aids was designed for free online access and interactive learning. It can be 
used online and/or downloaded at http://smhp.psvch.ucla.edu - go to Quick Find and scroll down in 
the list-Of. “Center_Responses” to Suicide Prevention. Besides this Quick Training Aid, you also 
will find a wealth of other resources on this topic. 
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Guide for Suggested Talking Points 

I. Brief Overview 

A. Present main points from: 

Youth Suicide/Depression/Violence B Excerpted from Addressing 
Barriers to Learning Newsletter. 

1 . Highlight the suicide rates and trends for youth in the section 
titled "About Suicide and Depression." This forms the crux of 
the argument that youth suicide prevention is important. 

2. Highlight the underlying problems that might lead to suicide, 
depression, or violence in the section titled "Linked Problems." 
Many are reluctant to specifically address suicide in classrooms 
or with individual children. Along with specific strategies 
outlined in the "Suicide Prevention" box (pg. 7), interventions 
can focus on enhancing protective factors (see pg. 8 for an 
illustrative list). 

3. Distribute "Enhancing Protective Factors and Building Assets" 
(pg. 8) as a handout for reference and/or discussion. What 
protective factors are already being enhanced by current school 
programs? What additional asset-building components would 
be feasible to incorporate in curricula or school programming? 



II. Facts 

A. U.S. Suicide Rates by Aae. Gender, and Racial Group 
(htto://www. nimh.nih.aov/research/suichart.htm) - NIMH Chart. 

1 . This chart can be incorporated into a slide and/or handout for 
presentation. 

2. Possible points for discussion include gender and race 
differences in suicide rates. Also, the sharp increase in suicides 
among both Black and White males during adolescence. Cross- 
reference the CDC Fact Sheet (below). 

B. Suicide in the United States 

(http://www.cdc.aov/ncipc/dvp/vouth/suicide.htrr0 - CDC Fact Sheet. 

1 . The first bullet point comparing suicide and homicide often 
catches the attention of the audience and might warrant 
repeating. 

2r The remaining bullet-points-in-the-first-seetion-provide 

information about the scope of the problem, particularly in 
youth, and may stimulate discussion. Adding a short, local story 
about youth suicide might help to personalize the numbers. 

3. Also highlight the section titled "Suicide Among the Young." 
Depending on your audience, some bullet points might be more 
relevant to discuss than others. 

4. Additional references available from the CDC pertinent to 
suicide prevention are listed in the bibliography at the end of 
the Fact Sheet. 

C. Injury Mortality Reports 

(http://webapp.cdc.aov/sasweb/ncipc/mortrate.htmn - CDC 
customizable summary statistics. Click here for an example customized 
report (Note: Double-click the yellow boxes in the Acrobat PDF for 

SMHPtipsL El 

1 . At some point you might be asked for more specific information, 
like how local trends compare to the national data. This 



resource can help you prepare for such questions by providing 
you with customized summary statistics from the CDC Injury 
Mortality database. 

2. If you know that your audience is likely to ask particular 
questions, you might want to run the statistics at the website 
and print out an informative handout ahead of time. 



III. Tools/Handouts - Why and How? 

A Whv and How Should Schools Get Involved - © Excerpted from Center 
packet entitled: School Interventions to Prevent Youth Suicide, pgs. 23- 

28. . _ 

1 . Highlight the box on the first page for a concise explanation for 

why school-based intervention is necessary. 

2. The section titled "On Prevention", provides four succinct 
recommendations for prevention efforts. Highlight how the 
current training encompasses these recommendations. 

3. Research-based answers to concerns about more general and 
more targeted intervention strategies are also included for your 
reference. These concerns might arise in discussion or in 
planning, but are not critical to hand out to everyone. 

B. Life-Cvcle Commonalities and Aqe-Group-Specific Aspects of the 
Suicide Trajectory for Childhood and Adolescence - ^Included in 
Center packet on Suicide Prevention, pg. 20. 

1 . This should be a handout. It is a comprehensive, well-organized 
table of potential risk factors in childhood and adolescence. 

2. Highlight the commonalities, these will be helpful in identifying 
youth at risk even if the age-specific information is not recalled. 

C. A Few Examples of Assessing Risk - Id Excerpted from a Center 
packet entitled: School Interventions to Prevent Youth Suicide, pgs. 34- 
37. 

1 . This section contains possible screening tools for suicide risk 
assessment. Depending on your audience, one or more of 
these tools might be appropriate to handout and discuss. 

2. Highlight the section on "DSM-IV Criteria..." This information 
might be most helpful in terms of early intervention before a 
suicidal crisis. A possible point for discussion is "How is 
depression screening being conducted?" 



IV.Training Programs 

A Training programs for community members, teachers, school staff, and 
students - Hi*! Excerpts from CDC (1992). Youth Suicide Prevention 
Programs: A Resource Guide. (Available online) 

1 . This annotated list is mainly for your reference as organizer of 
the training. The organizations listed might be able to provide 
additional literature for the training or follow-up training for 
implementation of specific intervention strategies. 



V. Additional Resources 

B. QuickFind on Suicide Prevention ® (printer-friendly format) 

To view the web-based quick find on suicide prevention, click here . 



VI. Originals for Overhead 

A. Statistics on Suicide in the United States and Suicide Among the Young 
- Excerpted from the National Center for Injury Prevention and Control 
Suicide Prevention Fact Sheet. 

B. Whv Should Schools Get Involved? 

C. Suicidal Assessment Checklist - Excerpted from our Center packet 
entitled School Interventions to Prevent Youth Suicide. 

D. Follow-throuah Steps After Assessing Suicidal Risk Checklist - 
Excerpted from our Center packet entitled School Interventions to 
Prevent Youth Suicide. 
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...consider the American penchant for ignoring the 
structural causes of problems. We prefer the 
simplicity and satisfaction of holding individuals 
responsible for whatever happens: crime, poverty, 
school failure, what have you. Thus, even when 
one high school crisis is followed by another , we 
concentrate on the particular people involved — 
their values, their character, their personal 
failings - rather than asking whether something 
about the system in which these students find 
themselves might also need to be addressed. 

AlfieKohn, 1999 



Youth Suicide/ 
Depression/Violence 

“I am sad all the time. " 

“I do everything wrong. ” 

“Nothing is fun at all. ” 
items from the 

“Children's Depression Inventory” 



I oo many young people are not very happy. This 
is quite understandable among those living in 
economically impoverished neighborhoods where 
daily living and school conditions frequently are 
horrendous. But even youngsters with economic 
advantages too often report feeling alienated and 
lacking a sense of purpose. 

Youngsters who are unhappy usually act on such 
feelings. Some do so in “internalizing” ways; some 
“act out;” and some respond in both ways at 
different times. The variations can make matters a 
bit confusing. Is the youngster just sad? Is s/he 
depressed? Is this a case of ADHD? 
Individuals may display the same behavior and yet 
the causes may be different and vice versa. And, 
matters are further muddled by the reality that the 
causes vary. 

The causes of negative feelings, thoughts, and 
behaviors range from environmental/system 
deficits to relatively minor group/individual 
vulnerabilities on to major biological disabilities 
(that affect only a small proportion of 
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individuals). It is the full range of causes that account 
for the large number of children and adolescents who 
are reported as having psychosocial, mental health, or 
developmental problems. In the USA, estimates are 
approaching 20 percent (11 million). 

Recent highly publicized events and related policy 
initiatives have focused renewed attention on youth 
suicide, depression, and violence. Unfortunately, such 
events and the initiatives that follow often narrow 
discussion of causes and how best to deal with 
problems. 

Shootings on campus are indeed important reminders 
that schools must help address violence in the society. 
Such events, however, can draw attention away from 
the full nature and scope of violence done to and by 
young people. Similarly, renewed concern about 
youth suicide and depression are a welcome call to 
action. However, the actions must not simply reflect 
biological and psychopathological perspec- fives of 
cause and correction. The interventions must also 
involve schools and communities in approaches that 
counter the conditions that produce so much 
frustration, apathy, alienation, and hopelessness. This 
includes increasing the opportunities that can enhance 
the quality of youngsters’ lives and their expectations 
for a positive future. 



About Violence 

Violence toward and by young people is a fact of life. 
And, it is not just about guns and killing. For schools, 
violent acts are multifaceted and usually constitute 
major barriers to student learning. As Curcio and First 
(1993) note: 

Violence in schools is a complex issue. 
Students assault teachers, strangers harm 
children, students hurt each other, and any one 
of the parties may come to school already 
damaged and violated [e.g., physically, sexually, 
emotionally, or negligently at home or on their 
way to or from school]. The kind of violence an 
individual encounters varies also, rangingfrom 
mere bullying to rape or murder. 
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Clearly, the nature and scope of the problem goes 
well beyond the widely-reported incidents that 
capture media attention. We don’t really have good 
data on how many youngsters are affected by all the 
forms of violence or how many are debilitated by 
such experiences. But few who have good reason to 
know would deny that the numbers are large. Far too 
many youngsters are caught up in cycles where they 
are the recipient, perpetrator, and sometimes both 
with respect to physical and sexual harassment 
ranging from excessive teasing and bullying to 
mayhem and major criminal acts. Surveys show that 
in some schools over 50% of the students have had 
personal property taken (including money stolen or 
extorted). Before recent campaigns for safe schools, 
one survey of 6th and 8th graders in a poor urban 
school found over 32% reporting they had carried a 
weapon to school - often because they felt unsafe. 



About Suicide and Depression 

In the Surgeon General’s Call to Action to Prevent 
Suicide 1999, the rate of suicide among those 10-14 
years of age is reported as having increased by 1 00% 
from 1980-1996, with a 14% increase for those 15- 
19. (In this latter age group, suicide is reported as the 
fourth leading cause of death.) Among African- 
American males in the 1 5- 1 9 year age group, the rate 
of increase was 1 05%. And, of course, these figures 
don’t include all those deaths classified as homicides 
or accidents that were in fact suicides. 

Why would so many young people end their lives? 
The search for answers inevitably takes us into the 
realm ofpsychopathology and especially the arena of 
depression. But we must not only go in that direction. 
As we become sensitive to symptoms of depression, 
it is essential to differentiate commonTplace.periods 
of unhappiness from the syndrome that indicates 
clinical depression. We must also remember that not 
all who commit suicide are clinically depressed and 
that most persons who are unhappy or even 
depressed do not commit suicide. As the National 
Mental Health Association cautions: “Clinical 
depression goes beyond sadness or having a bad day. 
It is a form of mental illness that affects the way one 
feels, thinks, and acts.” And, it does so in profound 
and pervasive ways that can lead to school failure, 
substance abuse, and sometimes suicide. 

Numbers for depression vary. The National Institute 
of Mental Health’s figure is 1 .5 million children and 
adolescents. The American Academy of Child and 
Adolescent Psychiatry estimates 3.0 million. 
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Variability in estimates contributes to appropriate 
concerns about the scope of misdiagnoses and 
misprescriptions. Such concerns increase with reports 
that, in 1998, children 2-18 years of age received 1.9 
million prescriptions for six of the new antidepressants 
(an increase of 96% over a 4 year period) and about a 
third of these were written by nonpsychiatrists -- 
generally pediatricians and family physicians. This last 
fact raises the likelihood that prescriptions often are 
provided without the type of psychological assessment 
generally viewed as necessary in making a differential 
diagnosis of clinical depression. Instead, there is 
overreliance on observation of such symptoms as: 
persistent sadness and hopelessness, withdrawal from 
friends and previously enjoyed activities, increased 
irritability or agitation, missed school or poor school 
performance, changes in eating and sleeping habits, 
indecision, lack of concentration or forgetfulness, poor 
self-esteem, guilt, frequent somatic complaints, lack of 
enthusiasm, low energy, low motivation, substance 
abuse, recurring thoughts of death or suicide. 

Clearly, any of the above indicators is a reason for 
concern. However, even well trained professionals using 
the best available assessment procedures find it 
challenging to determine in any specific case (a) the 
severity of each symptom (e.g., when a bout of sadness 
should be labeled as profoundly persistent, when 
negative expectations about one’s future should be 
designated as “hopelessness”), (b) which and how many 
symptoms are transient responses to situational stress, 
and (c) which and how many must be assessed as severe 
enough to warrant a diagnosis of depression. 

Linked Problems 

Wisely, the Surgeon General’s report on suicide stresses 
the -linkage among various problems experienced by 
young people. This point has been made frequently over 
the years, and just as often, its implications are ignored. 

One link is life dissatisfaction. For any youngster and 
among any group of youngsters, such a state can result 
from multiple factors. Moreover, the impact on behavior 
and the degree to which it is debilitating will vaiy 
considerably. And, when large numbers are affected at 
a school or in a neighborhood, the problem can 
profoundly exacerbate itself. In such cases, the need is 
not just to help specific individuals but to develop 
approaches that can break the vicious cycle. To do so, 
requires an appreciation of the overlapping nature of the 
many “risk” factors researchers find are associated with 
youngsters’ behavior, emotional, and learning problems. 
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Risk Factors I 

Based on a review of over 30 years of research, I 
Hawkins and Catalano (1992) identify the I 
following 19 common risk factors that reliably I 
predict youth delinquency, violence, substance I 
abuse, teen pregnancy, and school dropout: I 

A. Community Factors I 

1. Availability of Drugs 1 

2. Availability of Firearms I 

3. Community Laws and Norms Favorable 1 

Toward Drug Use, Firearms, and Crime I 

4. Media Portrayals of Violence I 

5. Transitions and Mobility I 

6. Low Neighborhood Attachment and I 

Community Disorganization I 

7. Extreme Economic Deprivation j 

B. Family Factors 1 

8. Family History of the Problem Behavior I 

9. Family Management Problems j 

~ 10. Family Conflict - I 

11. Favorable Parental Attitudes and I 

Involvement in the Problem Behavior I 

C. School Factors 

12. Early and Persistent Antisocial Behavior 

13. Academic Failure Beginning in 
Late Elementary School 

14. Lack of Commitment to School 

D. Individual / Peer Factors 

15. Alienation and Rebelliousness 

16. Friends Who Engage in the Problem Behavior 

1 7. Favorable Attitudes Toward the Problem Behavior 

18. Early Initiation of the Problem Behavior 

E. 19. Constitutional Factors 

Hawkins, J.D. & Catalano, R.F. (1992). Communities That 
Care; Action for Drug Abuse Prevention. Jossey-Bass. 



General Guidelines for Prevention 

Various efforts have been made to outline guidelines 
for both primary and secondary (indicated) 
prevention. A general synthesis might include: 

• Systemic changes designed to both minimize 
threats to and enhance feelings of competence, 
connectedness, and self-determination (e.g., 
emphasizing a caring and supportive climate in 
class and school-wide, personalizing instruction). 
Such changes seem easier to accomplish when 



smaller groupings of students are created by 
establishing smaller schools within larger ones and 
small cooperative groups in classrooms. 

• Ensure a program is integrated into a comprehensive, 
multifaceted continuum of interventions. 

• Build school, family, and community capacity for 
participation. 

• Begin in the primary grades and maintain the whole 
continuum through high school. 

• Adopt strategies to match the diversity of the 
consumers and interveners (e.g., age, socio economic 
status, ethnicity, gender, disabilities, motivation). 

• Develop social, emotional, and cognitive assets and 
compensatory strategies for coping with deficit areas. 

• Enhance efforts to clarify and communicate norms 
about appropriate and inappropriate behavior (e.g., 
clarity about rules, appropriate rule enforcement, 
positive “reinforcement” of appropriate behavior; 
campaigns against inappropriate behavior). 




Suicide Prevention 



With specific respect to suicide prevention 
jrograms, one synthesis from the U.S. Dept, of 
Health and Human Services delineates eight 
different strategies: (1) school gatekeeper training, 
(2) community gatekeeper training, (3) general 
suicide education, (4) screening, (5) peer support, 
(6) crisis centers and hotlines, (7) means restriction, 
and (8) intervention after a suicide (CDC, 1992). 
Analyses suggested the eight could be grouped into 
2 sets - those for enhancing identification and 
referral and those for directly addressing risk factors. 
And, recognizing the linkage among problems, the 
document notes: 

Certainly potentially effective programs targeted 
to high-risk youth are not thought of as “youth 
suicide prevention” programs. Alcohol and drug 
abuse treatment programs and programs that 
provide help and services to runaways, 
pregnant teens, or school dropouts are 
examples of programs that address risk factors 
for suicide and yet are rarely considered to be 
suicide prevention programs. 



Those concerned with countering the tendency to overemphasize individual pathology and deficits are stressing 
resilience and preventive factors and developing approaches designed to foster such factors. The type of factors 
receiving attention is exemplified by the following list: 

Community and School Protective Factors Individual Protective Factors 



• Clarity of norms/rules about behavior (e.g., drugs, 
violence) 

• Social organization (linkages among community 
members/capacity to solve community problems/ 
attachment to community) 

• Laws and consistency of enforcement of laws and 
rules about behavior (e.g., limiting ATOD, violent 
behavior) 

• Low residential mobility 

• Low exposure to violence in media 

• Not living in poverty 

Family and Peer Protective Factors 

• Parental and/or sibling negative attitudes toward 
drug use 

• Family management practices (e.g., frequent 
monitoring & supervision/consistent discipline 
practices) 

• Attachment/bonding to family 

• Attachment to prosocial others 



• Social & emotional competency 

• Resilient temperament 

• Belief in societal rules 

• Religiosity 

• Negative attitudes toward delinquency 

• Negative attitudes toward drug use 

• Positive academic performance 

• Attachment & commitment to school 

• Negative expectations related to drug effects 

• Perceived norms regarding drug use and violence 



Note: This list is extrapolated from guidelines for submitting 
Safe, Disciplined, and Drug-Free Schools Programs for 
review by an Expert Panel appointed by the U.S. Department 
of Education (1999). The list contains only factors whose 
predictive association with actual substance use, violence, or 
conduct disorders have been established in at least one 
empirical study. Other factors are likely to be established 
over time. 



The focus on protective factors and assets reflects the long-standing concern about how schools should play a 
greater role in promoting socio-emotional development and is part of a renewed and growing focus on youth 
development. After reviewing the best programs focused on preventing and correcting social and emotional 
problems, a consortium ofprofessionals created the following synthesis of fundamental areas ofcompetence (W.T. 
Grant Consortium on the School-Based Promotion of Social Competence , 1992): 



Emotional 

• identifying and labeling feelings 

• expressing feelings 

• assessing the intensity of feelings 

• managing-feelings — 

• delaying gratification 

• controlling impulses 

• reducing stress 

• knowing the difference between feelings and actions 
Cognitive 

• self-talk -- conducting an "inner dialogue" as a way 
to cope with a topic or challenge or reinforce one's 
own behavior 

• reading and interpreting social cues — for example, 
recognizing social influences on behavior and 
seeing oneself in the perspective of the larger 
community 

• using steps for problem-solving and decision- 
making — for instance, controlling impulses, setting 
goals, identifying alternative actions, anticipating 
consequences 

• understanding the perspectives of others 

• nderstanding behavioral norms (what is and is not 
cceptable behavior) 
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• a positive attitude toward life 

• self-awareness — for example, developing realistic 
expectations about oneself 

Behavioral .. 

• nonverbal - communicating through eye contact, facial 
expressiveness, tone of voice, gestures, etc. 

• verbal -- making clear requests, responding effectively 
to criticism, resisting negative influences, listening to 
others, helping others, participating in positive peer 
groups 

Note: With increasing interest in facilitating social and 
emotional development has come new opportunities for 
collaboration. A prominent example is the Collaborative for 
the Advancement of Social and Emotional Learning 
(CASEL) established by the Yale Child Study Center in 
1994. CASEL's mission is to promote social and emotional 
learning as an integral part of education in schools around 
the world. Those interested in this work can contact Roger 
Weissberg, Executive Director, Dept, of Psychology, 
University of Illinois at Chicago, 1007 W. Harrison St., 
Chicago, IL 60607-7137. Ph. (312) 413-1008. 




What Makes Youth Development 
Programs Effective? 

From broad youth development perspective, the 
American Youth Policy Forum (e.g, 1999) has 
generated a synthesis of "basic principles" for what 
works. Based on analyses of evaluated programs, 
they offer the following 9 principles: 

• implementation quality 

• caring, knowledgeable adults 

• high standards and expectations 

• parent/guardian participation 

• importance of community 

• holistic approach 

. youth as resources/community service 
and service learning 

• work-based learning 

• long-term services/support and follow-up 

See More Things That Do Make a Difference for Youth 
( 1999 ). Available from American Youth PolicyTorum. 
Ph: 202/775-9731. 



Initiatives focusing on resilience, protective 
factors, building assets, socio-emotional 
development, and youth development all are 
essential counter forces to tendencies to reduce 
the field of mental health to one that addresses 
only mental illness. 

System Change 

When it is evident that factors in the environment are 
major contributors to problems, such factors must be 
a primary focal point for intervention. Many aspects 
of schools and schooling have been so-identified. 
Therefore, sound approaches to youth suicide, 
depression, and violence must encompass extensive 
efforts aimed at systemic change. Of particular 
concern are changes that can enhance a caring and 
supportive climate and reduce unnecessary stress 
throughout a school. Such changes not only can have 
positive impact on current problems, they can prevent 
subsequent ones. 

Caring has moral, social, and personal facets. From 
a psychological perspective, a classroom and school- 
wide atmosphere that encourages mutual support and 
caring and creates a sense of community is 
fundamental to preventing learning, behavior, 
emotional, and health problems. Learning and 
teaching are experienced most positively when the 
learner cares about learning, the teacher cares about 
teaching, and schools function better when all 
involved parties care about each other. This is a key 
reason why caring should be a major focus of what is 
taught and learned. 
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Caring begins when students first arrive at a school. 
Schools do their job better when students feel truly 
welcome and have a range of social supports. A key 
facet of welcoming is to connect new students with 
peers and adults who will provide social support and 
advocacy. Over time, caring is best maintained through 
personalized instruction, regular student conferences, 
activity fostering social and emotional development, and 
opportunities for students to attain positive status. 
Efforts to create a caring classroom climate benefit from 
programs for cooperative learning, peer tutoring, 
mentoring, advocacy, peer counseling and mediation, 
human relations, and conflict resolution. Clearly, a 
myriad of strategies can contribute to students feeling 
positively connected to the classroom and school. 

Given the need schools have for home involvement, a 
caring atmosphere must also be created for family 
members. Increased home involvement is more likely if 
families feel welcome and have access to social support 
at school. Thus, teachers and other school staff need to 
establish a program that effectively welcomes and 
connects families with school staff and other families in 
ways that generate ongoing social support. 

And, of course, school staff need to feel truly welcome 
and socially supported. Rather than leaving this to 
chance, a caring school develops and institutionalizes a 
program to welcome and connect new staff with those 
with whom they will be woiking. 



What is a psychological sense of community? 

People can be together without feeling connected or 
feeling they belong or feeling responsible for a collective 
vision or mission. At school and in class, a 
psychological sense of community exists when a critical 
mass of stakeholders are committed to each other and to 
the setting's goals and values and exert effort toward the 
goals and maintaining relationships with each other. 

A perception of community is shaped by daily 
experiences and probably is best engendered when a 
person feels welcomed, supported, nurtured, respected, 
liked, connected in reciprocal relationships with others, 
and a valued member who is contributing to the collective 
identity, destiny, and vision. Practically speaking, such 
feelings seem to arise when a critical mass of participants 
not only are committed to a collective vision, but also are 
committed to being and working together in supportive 
and efficacious ways. That is, a conscientious effort by 
enough stakeholders associated with a school or class 
seems necessary for a sense of community to develop and 
be maintained. Such an effort must ensure effective 
mechanisms are in place to provide support, promote 
self-efficacy, and foster positive working relationships. 
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There is an clear relationship 
between maintaining a sense of community 
and countering alienation and violence at 
school. Conversely, as Alfie Kohn cautions: 

The more tVtAt ... schools Arc trAV»sformct> 
into test-prep centers -- fACt fACtories. if 
\\ou will -- the more AlienAtet) we CAn 
expect stwbcnts to become. 

Knowing What to Look For & What to Do 

Of course, school staff must also be prepared to spot 
and respond to specific students who manifest 
worrisome behavior. Recently, the federal 
government circulated a list of "Early Warning 
Signs” that can signal a troubled child Our Center 
also has put together some resources that help clarify 
what to look for and what to do. A sampling of aids 
from various sources is provided at the end of this 
article. In addition, see Ideas into Practice on p. 9. 

Concluding Comments 

In current practice, schools are aware that violence 
must be addressed with school-wide intervention 
strategies. Unfortunately, prevailing approaches are 
extremely limited, often cosmetic, and mostly 
ineffective in dealing with the real risk factors. 

In addressing suicide, depression, and general life 
dissatisfaction, practices tend to overemphasize 
individual and small group interventions. Given the 
small number of "support" service personnel at a 
school and in poor communities, this means helping 
only a small proportion of those in need. 

If schools are to do a better job in addressing 
problems ranging from interpersonal violence to 
suicide, they must adopt a model that encompasses a 
.full continuum of- interventions ---.ranging .from 
primary prevention through early-after-onset 
interventions to treatment of individuals with severe 
and pervasive problems. School policy makers must 
quickly move to embrace comprehensive, multi- 
faceted school-wide and community-wide models for 
dealing with factors that interfere with learning and 
teaching. Moreover, they must do so in a way that 
fully integrates the activity into school reform at 
every school site. 

Then, schools must restructure how they use existing 
education support personnel and resources to ensure 
new models are carried out effectively. This 
restructuring will require more than outreach to link 
with community resources (and certainly more than 
adopting school-linked services), more than coordin- 
ating school-owned services with each other and with 
community services, and more than creating Family 
^ ource * Centers, Full Service Schools, and 
LKJ C -ununity Schools. 



Restructuring to develop truly comprehensive 
approaches requires a basic policy shift that moves 
schools from the inadequate two component model that 
dominates school reform to a three component 
framework that guides the weaving together of school 
and community resources to address barriers to 
development and learning. Such an expanded model of 
school reform is important not only for reducing suicide, 
depression, and violence among all children and 
adolescents, it is essential if schools are to achieve their 
stated goal of ensuring all students succeed. 

Cited References and A Few Resource Aids 
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proactively prevent and defuse it. Newbury Park, CA: 
Corwin Press. 

Kohn, A. (Sept. 1999). Constant frustration and occasional 
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American School Board Journal. On the web at: 
http://www.asbj.com/current/coverstory/html 

The Surgeon General’s Call to Action to Prevent Suicide 
1999. 

Available from the U.S. Dept, of Health & Human 
Services, http://www.mentalhealth.org/links/suicide.htm 

Early Warning, Timely Response: A Guide to Safe Schools 
(1999). Printed version available from ED PUBS 
toll-free at 1-877-4ED-PUBS (1-877-433-7827) or by 
e-mail at edpuborders@aspensys.com. Can be 
downloaded from 

http://www.ed.gov/offices/OSERS/OSEP/earlywm.html 

Youth Suicide Prevention Programs: A Resource Guide 
(1992). Available from the U.S. Dept, of Health & Human 
Services, CDC. Can be downloaded from http://aepo-xdv- 
www.epo.cdc.gOv/wonder/prevguid/p0000024/p0000024.htm 

The following are resources put together at our Center. All are 
available as described on p. 3 ( Center News)', most can be 
downloaded through our website: http://smhp.psych.ucla.edu/. 

>Screening/Assessing Students: Indicators and Tools 
>Responding tO-Crisis at a. School — .. 

> Violence Prevention and Safe Schools 

>Social and Interpersonal Problems Related to School 
Aged Youth 

> Affect and Mood Problems Related to School Aged Youth 
>Conduct and Behavior Problems in School Aged Youth 

> What Schools Can Do to Welcome and Meet the Needs 
of All Students and Families 

>Protective Factors (Resiliency) 

Some Websites: 

Safe and Drug Free Schools Office, U.S. Dept, of Educ. 

http://www.ed.gov/offices/OESE/SDFS 
National Institute of Mental Health 

http://www.nimh.nih.gov 
National School Safety Center 
http://nsscl.org 

Youth Suicide Prevention Program 

http://depts.washington.edu/ysp 
Suicide Resources on the Internet 

http://psychcentral.com/helpme.htm 




II. Fact Sheets 



U. S. Suicide Rates 
Suicide in the United States 
Injury Mortality Reports 
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U.s. SUICIDE RATES BY AGE, GENDER, AND RACIAL 

GROUP 




AGE GROUPS 



Source: National Institute of Mental Health 
Data: Centers for Disease Control And Prevention. National Center For Health Statistics 



Available on-line at http://www.nimh. nih.gov/research/suichart.htm 
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CDC fact sheet on suicide: (http://www.cdc.gov/ncipc/dvp/youth/suicide.htm) 
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Suicide in the United States 

The Problem 

Suicide took the lives of 30,535 Americans in 1997 (1 1.4 per 100,000 
population). 1 



• More people die from suicide than from homicide. In 1997, there were 1.5 
times as many suicides as homicides. 1 

• Overall, suicide is the eighth leading cause of death for all Americans, an d 
is the third leading cause of death for young people aged 15-24. 

• Males are four times more likely to die from suicide than are females. 1 

2 

However, f emales are more likely to attempt suicide than are males. 



• 1997,w hite males accounted for 72% of all suicides.T ogether,w hite males 

and white females accounted for over 90% of all suicides. 1 However, 
during the period from 1979-1992, suicide rates for Native Americans (a 
category that includes American Indians and Alaska Natives) were about 
1.5 times the national rates. There was a disproportionate number of 
suicides among young male Native Americans during this period, a s males 

15-24 accounted for 64% of all suicides by Native Americans.'* 



• Suicide rates are generally higher than the national average in the western 
states and lower in the eastern and midwestern states. 



• Nearly 3 of every 5 suicides in 1997 (58%) were committed with a 
firearm. 1 



Suicide Among the Elderly 

• Suicide rates increase with age and are highest among Americans aged 65 
years and older.T he ten year period, 1980-1990, was the first decade since 

the 1940s that the suicide rate for older residents rose instead of declined. 5 

• Men accounted for 83% of suicides among persons aged 65 years and older 
in 1997.* 

• From 1980-1997, the largest relative increases in suicide rates occurred 
among those 80-84 years of age. The rate for men in this age group 
increased 8% (from 43.5 per 100,000 to 47.0). ^ 

• Firearms were the most common method of suicide by both males and 
females, 65 years and older, 1997, accounting for 77.1% of male and 

32.7% of female suicides in that age group. 1 
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• Suicide rates among the elderly are highest for those who are divorced or 
widowed.I n 1992,t he rate for divorced or widowed men in this age group 
was 2.7 times that for married men,l. 4 times that for never-mamed men, 
and over 17 times that for married women.T he rate for divorced or 
widowed women was 1.8 times that for married women and 1.4 times that 

for never-married women. ^ 

• Risk factors for suicide among older persons differ from those among the 
young. 01 der persons have a higher prevalence of depressions greater use 
of highly lethal methods and social isolation.T hey also make fewer 
attempts per completed suicide, h ave a higher-male-to-female ratio than 
other groups, h ave often visited a health-care provider before their suicide, 

and have more physical illnesses.^ 

Suicide Among the Young 

• Persons under age 25 accounted for 15% of all suicides in 1997. 1 From 
1952-1995, th e incidence of suicide among adolescents and young adults 
nearly tripled.F rom 1980-1997, th e rate of suicide among persons aged 15- 
19 years increased by 1 1% and among persons aged 10-14 years by 109%. 
From 1980-1996, th e rate increased 105% for African-American males 

— aged 15-19. 1 ’ 8 

• For young people 15-24 years old,s uicide is the third leading cause of 
death, beh ind unintentional injury and homicide. I n 1997,m ore teenagers 
and young adults died from suicide than from cancer, heart disease, A IDS, 
birth defects, s troke,pn eumonia and influenza, an d chronic lung disease 

combined . 1 

• Among persons aged 15-19 years, f irearm-related suicides accounted for 
62% of the increase in the overall rate of suicide from 1980-1997. 1 

• The risk for suicide among young people is greatest among young white 
males; however, f rom 1980 through 1995, s uicide rates increased most 

rapidly among young black males. 9 Although suicide among young 
children is a rare event, th e dramatic increase in the rate among persons 
aged 10-14 years underscores the urgent need for intensifying efforts to 
prevent suicide among persons in this age group. 



CDC's Program in Suicide Prevention 

The National Center for Injury Prevention and Control (NCIPC) is working to 
raise awareness of suicide as a serious public health problem, an d is focusing on 
science-based prevention strategies to reduce injuries and deaths due to suicide. 
Current activities include the following: 

• The Surgeon General's Call To Action introduces a blueprint for 
addressing suicide - Awareness, In tervention,an d Methodology (AIM), an 

approach derived from the collaborative deliberations of the 1 st National 
Suicide Prevention Conference participants. A s a framework for suicide 
prevention, A IM includes 15 key recommendations that were refined from 
consensus and evidence-based findings presented at the Reno conference. 

• A case-control study that is examining possible risk factors for suicide, 
including alcohol use, ex posure to previous suicides,an d residential 
mobility that might lessen opportunities for developing social networks. 
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• Convening national conferences to exchange information about research 
and prevention strategies (including the Suicide Prevention Advocacy 
Network conference held in Reno in October 1998 and the American 
Indian/ Alaska Native Community Suicide Prevention and Network 
conference held in San Diego in November 1998). 

• Support for extramural research that will examine risk factors for suicide in 
the general population. 

• Developed the Suicide Prevention Research Center at the Trauma Institute, 
University of Nevada School of Medicine. 

• Continued support for a Native American suicide prevention center. 

• Evaluation of the effectiveness of current suicide prevention programs , 
including two interventions, on e with youth in New York and one with 
older persons in South Carolina. 



Suicide Prevention Materials Published by CDC 

• Centers for Disease Control and Prevention.S urveillance for Injuries and 
Violence Among Older Adults .MMW R 1999; 48 (No.S S-8); 27-34. 

• Centers for Disease Control and Prevention. Suicide Prevention Among 
Active Duty Air Force Personnel-United States. 1990-1999 . MMWR 1999; 
48 (No.46) ; 1053-1057. 

• Crosby AE,C heltenham MP,S acks JJ.In cidence of Suicidal Ideation and 
Behavior in the United States, 199 4.S uicide and Life-Threatening 
Behavior. 1999 ; 29(2): 13 1-140. 

• Rosenberg ML, Merc y JA,Potte r LB.F irearms and Suicide. [Editor ial], 
NEJM 1 999;34 1 (2 1 ): 1 609-161 1 . 

• Centers for Disease Control and Prevention. Suicide Prevention Evaluation 
in a Western Athabaskan American Indian Tribe-New Mexico. 1988-1997 . 
MMWR 1998;47 (No.l3);257 -261. 

• Centers for Disease Control and Prevention. Suicide among Black 
Yonihs-IJnited States. 1980-1995 .MMW R 1998;47(No,10);193-196. 

• Wallace LJD,C alhoun AD,Po well KE,0 ’Neil J,Ja mes,S P. Homicide and 
Suicide among Native Americans. 1979-1992. Atlanta, G A: Centers for 
Disease Control and Prevention,Nation al Center for Injury Prevention and 
Control, 19 96. Viol ence Surveillance Summary Series,No .2. 

• Kachur SP,P otter LB,Ja mes SP,P owell KE. Suicide in the United States, 
1980-1992 .A tlanta: Centers for Disease Control and Prevention, Nation al 
Center for Injury Prevention and Control, 19 95.Violen ce Surveillance 
Summary, No. 1 . 

• Centers for Disease Control and Prevention. Suicide among children, 
adolescents, and young adults— United States. 1980-1992 . MMWR 1995; 

44:289-291.- 

• Centers for Disease Control and Prevention.S uicide Surveillance Summary 
Report, 198 0-1 990. A tlanta, G A: Centers for Disease Control and 
Prevention, 1994. 

• Centers for Disease Control and Prevention. Programs for the prevention of 
suicide among adolescents and young adults: and suicide contagion and the 
reporting of suicide: recommendations from a national workshop .MMWR 
1994; 43 (No.RR-6). 

• Potter LB,P owell KP,Kach ur SP.S uicide prevention from a public health 
perspective. S uicide and Life-Threatening Behavior. 199 5; 25(1):82-91. 



Resources 

• Centers for Disease Control and Prevention (CDC), Nation al Center for 
Injury Prevention and Control (NCIPC) www.cdc.gov/ncipc/ncipchm.htm 



• National Suicide Prevention Strategy 

www.sg.gov/librarv/calltoaction/strategvmain.htm 
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• Suicide Prevention Advocacy Network (SPAN) 
www.spanusa.org/home.htm 

• American Association of Suicidology 
www.suicidologv.org or call 1-202-237-2280 

• National Institute of Mental Health (NIMH) 
www.nimh.nih.gov 

• Substance Abuse and Mental Health Administration (SAMHSA) 
www.samhsa.gov 



References 

1 . CDC unpublished mortality data from the National Center for Health 
Statistics (NCHS) Mortality Data Tapes. 

2. Suicide & Life Threatening Behavior 28(1): 1-23,199 8. 

3. CDC, Viol ence Surveillance Summary Series, No .2 .19 96. 
v 4. MMWR 46(34):789-792,1997. 

5 . Am J Public Health 81:1 198- 1 200, 1991. 

6. MMWR 45(l):3-6, 1996. 

7. Aging & Mental Health 1(2): 107-1 1 1,1997. 

“ 87" MMWR 44(15):289-291, 1995. 

9. MMWR 47(10): 1 93- 1 96, 1998. 



Contact 

Information 



News A Facts A Data A Publicatlons A Fundin gA Contact Us 



National Center for Injury 
Prevention and Control 
Mailstop K60 
4770 Buford Highway 
Atlanta.Geor gia 30341-3724 
Phone: 770.488.4362 
Fax: 770.488.4349 
Email: DVPINFO@cdc.fjov 



CPC Home A CPC Search A Health Topics A-Z 

This page last reviewed January 28, 2000 



National Center for Injury Prevention an c tControl 



19 

o 

ERLC 



15 



Sample input for CDC customizable Summary Statistics 
(See section ILC. in the Guide for Suggested Talking Points) 




SAFER • HKM.THIER • PEOPLF* 



Injury Mortality Reports 

• Advanced Options 

• Help 
WISQARS 

• Leading Causes of 
Death 



CDC Home ISearch | Health Topics A-Z 



National Center for Injury Prevention & Control Home Page 

{News Facts J-bata .Funding Search ; Contact Us 

Injury Mortality Reports 

Choose your report options, then click the "Submit Request” button below. 



Search 

NCIPC 



Report Options 
Mechanism/Cause 



Manner/Intent 



| All Injury 

Census Region/State 



Suicide 



"3 



J United States 






Year(s) of Report 

[19973,0 



1 


Race 




Hispanic Origin 




1 

Search | 


[All Races 


zl 


[All 


W i 



Sex 



I Both Sexes _^j 



[Standard Output 
Submit Request I __ Reset 



or 



Contact 

Information 



National Center for Injury 
Prevention and Control 
Mailstop K65 
4770 Buford Highway NE 
Atlanta. GA 30341-3724 

Phone: 770.488.1506 
Fax: 770.488.1667 
Email: OHCINFO@cdc.tioy 



Advanced Options 
Output Group (s) 



Race _^j 3 None 



1. 

2 

A ge-Adjusting 

Select Standardized Year for Age-Adjusting: 



3 4. 1 None 3 



Yes, Use 3 as the Standard Year. 

No Age-Adjusting Requested 
Age Selection 

All Ages (includes unknown age) 



Age Groups"! 55 ^Unknown-- 
Custom Age Range 



rz 



to 



18 



(0=<1, 85=85+ 199=Unknown) 



Submit Request 



or 



Reset 



News | Facts | Data | Publications | Funding | Contact Us 
CDC Home | CDC Search | Health Topics A-Z 

Privacy Notice 

This page last reviewed January 5, 2000 



Centers for Disease Control and Prevention 
National Center for Injury Prevention and Control 



ERIC 



16 



20 






